recognized only after histological examination. I have also seen recently a case of ulceration of the anus and rectum in the course of acute agranulocytosis.
Though diagnosis of these conditions can be very difficult, their existence must be known; they do not look much like carcinoma and are generally not mistaken for this disease. The detailed records of 170 cases of squamous cell carcinoma of the anus treated at St Mark's Hospital from 1928 to 1962 have been examined to try to determine whether radical ileo-inguinal block dissection (Lee 1955) could improve the prognosis. Epidermoid cancer of the anal canal was found to be twice as common as that of the anal margin. Four out of five of these tumours were of a 'high' or 'average' grade malignancy compared with three out of five of the tumours of the anal margin. Fig 1 relates the corrected fiveyear survival rate to the histological grading of the tumour. Fig 2 shows the incidence of gland involvement.
Lympathic Spread
Hwmorrhoidal glands: After radical excision, the hemorrhoidal glands were involved in 44 % of the specimens from carcinoma of the anal canal but no metastases were found in 12 cases of anal margin cancer. Pelvic glands: This pathway of spread was studied in 8 patients (Table 1 ). In carcinoma of the anal margin, lymphatic spread is primarily to the inguinal nodes; the obturator and iliac become involved later. That the pelvic nodes can be involved when the hkmorrhoidal are not emphasizes the necessity of radical ileo-inguinal block dissection if extirpation of involved glands is to be achieved in carcinoma of the anal margin. In carcinoma of the anal canal, in one of 5 cases, the iliac glands were involved when neither the hemorrhoidal nor the inguinal were affected, which clearly has a bearing on the propriety of ileo-inguinal block dissection. Inguinal glands: The number of patients who developed inguinal metastases at some stage of the disease is recorded in Table 2 . The life expectancy of those who subsequently develop malignant adenitis was found to be better than those whose glands were judged to be already malignant Eighty-three patients were found to have enlarged glands when first examined; they were thought to be malignant in 49 and benign in 34. Five of the latter or 1 in 7 subsequently became malignant. Of the 49 who had malignant glands 19 were submitted to block dissection; there were 8 threeyear survivors in this group and 2 others who were alive and well without recurrence twelve months later. The way in which the remaining 30 cases were managed is shown in Table 3 . Fifteen were inoperable. Amongst the remainder there were 8, all of whom were dead within three years, who might have benefited by block dissection. In 2, though the adenopathy progressed, the glands remained untreated and in 6 radiotherapy failed to influence operable glandular recurrence.
Twenty-eight block dissections were carried out and the results are recorded in Table 4 . Nineteen patients were thought to have a malignant adenitis on their first admission and another 9 subsequently developed inguinal metastases. The majority of the recurrences took place within a year but in one instance four years elapsed between the treat-Section ofProctology If there is any doubt as to the cause of the adenopathy when the patient is first seen, a policy of watchful procrastination is justifiable, for in a proportion of the cases the adenopathy is inflammatory and will undergo resolution within a few weeks of the treatment of the primary and the healing of the wound. If the glands are obviously malignant when the patient is first seen the outlook is grave. It generally means that the local lesion is extensive and/or that it is of a high degree of malignancy. The propriety of lymph node dissection in such circumstances must depend upon the assessment of the individual patient. There were 49 who were found to have a malignant inguinal adenopathy when first seen, 19 were submitted to block dissection and 5 survived five years, 4 of them being alive ten years later. This is in contrast to the hopeless prognosis previously offered by Stearns (1955) and Bond (1960) who found no five-year survivors amongst this group of patients. Clearly block dissection has something to offer to those in whom the primary is amenable to radical surgery and the inguinal glands are operable. The presence or absence of haemorrhoidal node involvement in the resected specimen and the histological grading of the growth are helpful in section (Figs 1 & 2).
As mentioned above, the himorrhoidal nodes were found to be free of deposits in all 12 cases of anal margin cancer submitted to radical operation. On the other hand, these glands were involved to a varying degree in nearly half the cases of anal canal disease. A significant inguinal adenopathy in those patients with anal canal carcinoma does not necessarily mean extensive % I. histologically proved cases of inguinal gland involvement there was little or no involvement of the heemorrhoidal glands. It is amongst this group of patients with anal canal carcinoma and those with anal margin disease, particularly if the growth is histologically favourable, that a modest improvement in the five-year survival rate might be achieved by early block dissection of the groin. If the inguinal adenopathy is associated with heavy hemorrhoidal gland involvement, palliation is all that can be offered. This might be considered worth while in order to avoid malignant ulceration in the groin, to rid the patient of the danger of secondary haemorrhage and to prevent pain from nerve involvement. Since all those patients admitted with a high grade growth and malignant inguinal glands were dead within a year, the majority only surviving a matter of months, palliative block dissection has little to offer. It might have a limited place in the management of those patients with a histologicallyfavourable growth. When the inguinal glands become involved subsequently, block dissection can be rewarding. There were 5 ten-year survivalsin one instance the site of the primary tumour was unclassifiedof 9 block dissections in this group. If the glands are to be operable the patient must be properly instructed on the necessity for follow up and be willing to co-operate. Since metastases can grow rapidly and the majority occur within two years, frequent post-operative review is necessary if delayed node dissection is to be successful.
The value of prophylactic gland dissection is subject to controversy. Provided the patient is willing to accept the discipline of follow up there seems little justification for block dissection of clinically uninvolved glands. It might be argued that it is inconsistent to advocate radical excision for carcinoma of the anal canal and local excision for the biologically less malignant tumour of the anal margin. There may be some truth in this. The fact remains, however, that the haemorrhoidal nodes are not accessible to subsequent clinical evaluation and must therefore be removed at the initial operation. The situation is quite different for the inguinal nodes. These can be readily observed and dissected at the first sign of involvement, so it would appear unjustifiable to submit patients to prophylactic groin dissection, particularly when it has been estimated by Stearns (1955) that 53 bilateral operations would have to be done for the doubtful salvage of 3 patients. Though there are theoretical arguments which can be put forward in favour of prophylactic dissection there is nothing in this survey which would justify pressing a patient to accept this operation. In practice, a period of observation is probably the most acceptable method of management of clinically uninvolved glands.
Dr P B Kunkler and Dr R N Das (South Wales Radiotherapy Centre, Velindre Hospital, Whitchurch, Cardiff)
Radiotherapy of Anal Carcinoma
Experience with radiotherapy for anal carcinoma at the South Wales Radiotherapy Centre has been limited to 42 cases between 1948 and 1966 inclusive. Undoubtedly some cases have been treated elsewhere in our area by primary surgery but nevertheless this tumour is comparatively rare, amounting to 3-4% of tumours affecting the rectal and anal regions.
The sex incidence seems to vary widely in reported series. Thus McQuarrie & Buie (1950) found a higher incidence in females and Sweet (1947) a higher incidence in males. Fajbisowicz et al. (1966) reported 41 females and 9 males treated with telecobalt. Dalby & Pointon (1961) found 102 males and 69 females. In our series there were, in new referrals, 18 males and 14 females, reflecting presumably the predominance of marginal tumours. The distribution of histological types is shown in Table 1 . We have a relatively high incidence of cases of 'basaloid' or basal cell carcinoma; only one such case was reported by Dalby & Pointon (1961) in 106 cases treated by irradiation. Three of our cases of basaloid carcinoma were over the age of 80. Of 18 cases of squamous cell carcinoma none was under the age of 50 and 4 were over 75 ( Table 2 ).
It has not been possible in this retrospective series to apply the TNM classification tested by Fajbisowicz et al. (1966) . We have, however, applied their criteria for lymph node involvement in the squamous cell carcinoma group (Table 3) . Of the 8 cases presenting with lymph node involvement (44 %) none in fact survived for three years. One case, however, died from a primary carcinoma of the maxillary antrum after ten months with the anal primary and groins well following implant and block dissection. Clearly radiotherapy can only be considered of palliative use in the groin.
The treatment policy has differed, depending on whether the lesion has been a squamous cell carcinoma or an adenocarcinoma. In the case of an adenocarcinoma it has been the policy to advocate surgical management whenever this has been possible. Only those patients witb
